design of a career structure. The option of a sessional contract for grades below the most senior, with freedom to undertake private work as at present, could be retained. In exchange the prospect of leadership within the NHS would be foregone. By contrast, for senior specialists a full-time contract to an NHS trust would be essential, but with liberty to see and treat private patients within that trust's facilities. Clinicians who are the leaders in their specialty need not be denied the right to treat private patients if they wish to do so. Similarly, private patients need not be denied access to perceived excellence. An NHS career structure-additional considerations Change towards a hospital career structure would clearly require much more detailed consideration of the particulars and, incidentally, would make it opportune to abandon the outmoded title, consultant. Assessment of clinical and technical expertise, hitherto glossed over, would have to be more critically addressed than at present, and criteria would have to be defined. The duration of tenure, means of appraisal of performance, and mechanisms of downgrading would also require definition. A career structure would also have considerable financial implications, in that substantially increased remuneration for the most senior grade would be an essential feature of a revised salary scale. It could be financed at least in part by revision or phased withdrawal of the merit award system in favour of reward on competitive and transparent grounds.
Women-how far still to go?
In an article entitled 'The Cost of being a Woman' Haas1 concludes that women have fared worse than men in terms of health improvements; moreover, even in the USA, female academics with children continue to face numerous obstacles in their careers2. How far has the lot of women improved in the lessening of sickness and death from childbearing, in treatment of disease, in gaining equal opportunities in education and employment?
In reproduction, the lessening of danger has been tremendous. A hundred years ago, fewer than one in three women survived repeated childbirth to reach the menopause3. In the UK in the 1920s, one mother died per 200 births4; at present, one dies for every 13 000 births5. In India, maternal mortality is one in 1706; in Sri Lanka one in 15007; in African mothers in South Africa one in 4008. In this measure of health/illhealth, as in so many others, there are enormous differences in risk between the well and the poorly circumstanced. In the USA a white girl at the riskiest young age of [10] [11] [12] [13] [14] years is 30% more likely to survive her pregnancy and produce a healthy baby than an African-American woman at the healthiest age, 20-29 years9.
Among infants, in centuries past, mortality was as high as one or two out of three10. Nowadays, in western populations, 99% of infants reach their second birthday11.
In Uganda the proportion is 85%12, in South Africa 93%8; remarkably, in Kerala, a poor but enlightened State in India, the proportion is 98%13. In the survival time of children, a prominent influencing factor is the mother's level of education. Data from eighty-two developing countries indicate that for every extra year a woman stays at school she reduces her children's risk of early death by 7-9%14.
There has been an enormous fall in size of family. In western countries, many now living will remember the days when among the poor (who constituted the huge majority) four or more children were common. Today in Italy most families have only one child or none15 far below the replacement level of 2.2. In Spain the current average is 1.2, with childbearing starting at 30 years16. An editorial in the British Medical Journal invited us to contemplate a one child world17. Among developing populations, in Thailand, between 1965 and 1987, the average family fell from 6.6 to 2.2 children18. In an enquiry on the intentions of a series of African matriculation girls in Soweto, Johannesburg, most were hoping for 2-3 children. Thus, in both developed and developing populations, not only is child bearing far safer than in the past; but in addition the fall in family size means that less time is given to the upbringing of children-of high relevance to career-minded women.
What of health inequalities? A puzzling feature of breast screening in the UK and some other countries is that women aged 65 and over are not recommended for routine screening; yet already about half of all new cases of the disease are occurring in this age group19. In the USA, a study on the treatment and health outcomes of women and men in a cohort with coronary artery disease indicated that women were less aggressively treated and experienced a more rapid decline in physical health status during one year of follow-up20. Such disadvantages notwithstanding, it is highly noteworthy that the expectation of life of women exceeds that of men by 6-7 years. Longest living are Japanese women, 83 years21 compared with 64 in India13 and 63 in African women in South African cities22.
As to cultural disadvantages, in many developing countries women are discriminated against as soon as they are born. While the birth of a son is celebrated, a daughter is a matter for condolences23. Regarding female circumcision, in Egypt the Court of Administrative Law, a religious body, has overturned the decision of the country's Minister of Health that the practice should be abandoned24. It continues not only in Egypt but in many other countries. As to other variants of maltreatment, in most of India wifebeating is reported to be widely prevalent; in one enquiry 40% of all wives said they had been beaten by their husbands, and there was no apparent relation to region, religion, or age25. In the UK, surveys suggest that 1 in 4 women will experience domestic violence at some time in her life and around l in 10 has done so in the past twelve months26. In the USA 1 in 3 women surveyed in community and hospital medical departments had been abused by a partner at some time in her life27.
In the labour force, women have increased their representation considerably. They now constitute 40% of the British workforce and by the turn of the century the proportion will rise to 50%, although many will be in parttime employment28. While women are increasingly moving into traditionally male dominated fields, they continue to experience obstacles to training and promotion: Canadian research indicates that women differ little from men in leadership qualities29, yet in business they seldom occupy more than 1-2% of senior management positions14.
Globally, two-thirds of women's work is unpaid, compared with one-third of men's work. In western populations, women's share of unpaid work is highest in Italy, at 81%30. It is even higher in developing populations such as that of South Africa, with longer working hours, more onerous tasks and limited rewards31.
Regarding professional careers, a large obstacle to progress is the biological clock, which requires women to make decisions about a family in the same years when their commitment to their careers must be the strongest32. Currently in Britain nearly 60% of biology students are women, but only 5% of biology professors33. In South Africa, nearly 50% of first-year medical students are women yet the proportion of women registrars is only 25%34. In Sweden, in the first-ever analysis of peer review scores for post-doctoral fellowship applications, the system was revealed as being 'riddled with prejudice'. A female applicant had to be 2.5 times more productive in specialist journal publications than the average male applicant to receive the same competence score35. However, in the USA, an enquiry which included 107 major teaching hospitals indicated that women are now on a par with men in terms of job descriptions, research grants secured, abstracts accepted, and papers published in refereed journals36. They still had less tenure, and their average income was $72 000 compared with $79 600 a year.
Some things are getting worse. For example, in some developing countries the human immunodeficiency virus now presents a formidable threat. In a rural hospital in Zimbabwe, 46% of women attending for antenatal care were HIV positive, with the likelihood of a very high proportion of mother to child transmission37. In western populations, a trend that affects women both in the home and in the workplace is the increasing frequency of separation and divorce. About a half of the marriages end in this way, and the additional responsibilities are borne largely by women.
So, how far still to go? The answer is, a long way; but the increasing acceptance of women's prowess in virtually all fields of endeavour offers hope. 
This month in history
The name of Paul Langerhans (1847-1888) is associated with several revolutionary medical discoveries. His most famous was made at age 22, wvhile he was still a medical student. On 18 February 1869, Langerhans successfully defended his MD thesis, Contributions to the Microscopical Anatomy of the Pancreas, at the University of Berlin. In this epochal work done in Virchow's laboratory, Langerhans described the histology of rabbit pancreas, where scattered amongst the acinar cells, responsible for secretion of pancreatic enzymes, lay small groups of polygonal cells of almost homogeneous content with round nuclei. These clear cells had distinctly different staining properties from the surrounding tissue. Langerhans did not know the function of these cells at the time. While later investigators considered them to be lymphoid tissue, in 1893, Gustave-Edouard Laguesse correctly surmised that the clear cells of Langerhans might produce an internal secretion and named them the islets of Langerhans.
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